We thank Drs. Karmazyn, Wanner and Billmire [1] for their comments on our paper [2] . Our series differs from the anecdotal group they describe. Our series included 119 consecutive patients with ileocolic intussusception. All patients had ultrasound evaluation before pneumatic reduction. Only 11 of the ileocolic intussusceptions in our series were irreducible, even at surgery, and required resection.
Dear Editors,
We thank Drs. Karmazyn, Wanner and Billmire [1] for their comments on our paper [2] . Our series differs from the anecdotal group they describe. Our series included 119 consecutive patients with ileocolic intussusception. All patients had ultrasound evaluation before pneumatic reduction. Only 11 of the ileocolic intussusceptions in our series were irreducible, even at surgery, and required resection.
Karmazyn et al. [1] stated that ultrasound may underestimate ileocolic intussusception length given its limited field of view. We agree and discussed this limitation in the original paper [2] .
Karmazyn et al. [1] suggested that the length of small bowel within the ileocolic intussusception increases as the ileocolic intussusception is encountered farther along the course of the colon. They did not provide any statistical analysis to support their observations. Our data do not support this. We found a range of ileocolic intussusception lengths but not a statistically significant relationship between ileocolic intussusception length and where along the course of the colon the ileocolic intussusception was encountered. We did speculate that our ultrasound studies may not have demonstrated the collapsed and invaginated colon associated with ileocolic intussusception. Perhaps this is included in the CT measurements made by Karmazyn et al. [1] . They did include a pathology specimen, Fig. 2 , measuring 17 cm and used it to support the suggestion that extensive lengths of small bowel can intussuscept. This specimen was necrotic descending colon and not small bowel and as such does not support their claim. It should be remembered that colon length in children increases with age and averages 52 cm in children 2 years old or younger (the majority of patients with ileocolic intussusception) and 73 cm in children 4-6 years old [3] . Thus a 10-cm ileocolic intussusception identified in the left lower quadrant strongly implies much of the apparent propagation of the ileocolic intussusception along the course of the colon is caused by colonic foreshortening or invagination and cannot be caused by the small bowel snaking its way through the ileocecal valve into the cecum fixated in the right lower quadrant and up and around the hepatic flexure and then around and down the splenic flexure.
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